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Summary In April 2007, UNAIDS released Securing the future–—advocating for children, a call
for the global community to recognize that ‘‘children still remain largely absent from national and
international political responses to the AIDS pandemic’’. Most efforts to date to protect children
from HIV have focused on prevention of mother-to-child transmission (PMTCT) programs. Though
expanding PMTCT programs, particularly in sub-Saharan Africa, are crucial, even widespread
PMTCT programs would still be grossly inadequate for achieving the goal of protecting children
from HIV/AIDS. The global community needs to fundamentally reframe its approach to HIV
prevention to fully address the health of families, otherwise the future for at-risk children is likely
to remain bleak. After identifying challenges with current approaches, we review recent research
that provides insights into ways prevention programs may be adapted to better protect families
and children from the devastating consequences of HIV/AIDS. Only by protecting families from
HIV/AIDS will we be able to achieve the goal of an AIDS-free generation.
# 2007 International Society for Infectious Diseases. Published by Elsevier Ltd. All rights
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In April 2007, UNAIDS released Securing the future–—advocat-
ing for children, a call for the global community to recognize
that, despite considerable progress on other AIDS fronts,
‘‘children still remain largely absent from national and inter-
national political responses to theAIDSpandemic’’.1Until now,
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programs. The World Health Organization (WHO), United
Nations Children’s Fund (UNICEF) and others have made
expanding PMTCT programs, particularly in sub-Saharan
Africa, a top priority. Since less than 10% of HIV-infected
women in low- and middle-income countries had access to
PMTCT programs in 2005, large-scale expansion of these valu-
able and cost-effective PMTCT programs is crucial.2 However,
evenwidespread PMTCT programswould still be grossly inade-
quate for achieving the goal of protecting children from HIV/
AIDS. Unless we fundamentally reframe our approach to HIV
prevention to fully address the health of families, the future
for at-risk children is likely to remain bleak.Published by Elsevier Ltd. All rights reserved.
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jeopardy’. Those children fortunate enough to escape the
peripartum and postnatal risk of HIV transmission still suffer
the often catastrophic impact of their parents’ HIV/AIDS
illness and death. Children whose mothers have died, regard-
less of the mother’s HIV status, are less likely to survive to
their fifth birthday than are children of HIV-infected women
who are still alive.3 Mothers with HIV are dying at alarming
rates: in South Africa alone, death rates among 25—34-year-
old women increased five-fold between 1997 and 2004
because of HIV/AIDS.4
The initial efforts by UNICEF and others to protect chil-
dren from HIV/AIDS through PMTCT programs were vital both
for protecting newborns from becoming HIV-infected and for
drawing attention to the fact that AIDS is a disease of young
children as well as sexually active adults.5 Current PMTCT
programs are essential and under-funded, and should be
made available to every HIV-infected mother and newborn
in the world.6 However, as crucial as these programs are, they
alone do not provide the programmatic framework necessary
if, as a global community, we are going to best protect
children from the devastating effects of HIV/AIDS and
achieve the goal of an AIDS-free generation.
PMTCT programs, as the name suggests, come with an
important but isolated objective of focusing on preventing
peripartum, and to a lesser extent, postpartum transmission.
Efforts to prevent parents from becoming infected and to
sustain the overall health of children have not traditionally
been part of the scope of PMTCT programs. Yet, a parent’s
HIV infection often severely and adversely affects a child’s
ability to thrive, or even survive, independent of whether the
child becomes HIV-infected. In order to truly save children,
let alone adults, from the consequences of HIV/AIDS, we
need to protect whole families and move the emphasis to
preventing family illness and death (PFID).Winning battles, losing wars
Just as every potential case of peripartum and postpartum
transmission averted represents a victory for HIV prevention
efforts, every new AIDS orphan represents a defeat. Right
now there are over 15million children orphaned by HIValone,
or approximately seven AIDS orphans for every HIV-infected
child.7 Besides a nearly four-fold increase in risk of death
compared with non-orphans,3 orphaned children have sub-
stantially higher rates of physical and mental health pro-
blems, school dropouts and educational disruptions, and HIV
infections later in life. Orphans have a six-fold increase in the
risk of depression and anxiety.8 Throughout sub-Saharan
Africa, orphans are 13% less likely to attend school.9 Orphans
also are more likely to become sexually active in adolescence
and young adulthood and more likely to become HIV-infected
than non-orphans.10—12 By preventing peripartum and post-
partum transmission without safeguarding families from HIV/
AIDS, we don’t protect children from the devastating social,
mental, and physical consequences of the epidemic, we
merely postpone them.
It is time to refocus our efforts to decrease the impact of
AIDS on children by thinking about families. This process has
been started for HIV care at the operational level through
such programs as MTCT-plus,13 which combines prevention ofmother-to-child transmission with treatment of all family
members, and at the policy level by the recent acknowl-
edgement of the need for a ‘‘family-centered approach to
care and treatment’’.1 Real success, however, will only be
achieved when prevention efforts shift to concentrate on
protecting and supporting entire families.
Prevention among parents is essential to
prevention for children
Interventions that prevent the introduction of HIV into the
marriage or union protect the entire family. Even in the hard-
hit countries of southern and eastern Africa, the vast major-
ity of married couples are both HIV-negative; approximately
70—97% of couples are seroconcordant HIV-negative depend-
ing on the magnitude of the epidemic.14—17 Steps need to be
taken to keep these unions safe. Programs targeted towards
individuals’ risk behaviors fail to recognize the joint incen-
tive couples have to keep HIV out of their unions. Keeping
mothers and fathers free from HIV is an essential ‘up-stream’
intervention for protecting children from the burdens of HIV/
AIDS, to prevent parent-to-child transmission, and to avoid
having more AIDS orphans.
Once HIV-infection is introduced into a stable relation-
ship, the infected individual becomes far and away the most
significant risk factor for his or her partner also becoming HIV-
infected. In Tanzania, men were 25 times more likely to
become HIV-infected if their female partners already had
HIV; women with HIV-infected partners were 34 times more
likely to acquire HIV than women with HIV-negative part-
ners.18 Among discordant couples in Zambia, nearly 90% of
new HIV infections were acquired from the spouse.19 While
the initial goal should be keeping all family members HIV-
free, protecting the uninfected parent becomes crucial once
one partner is HIV-infected. It is also possible. There is a
tremendous need for expanded prevention efforts in sero-
discordant couples, a group which now comprises between 2%
and 21% of stable partnerships in some southern African
countries.14—17
Preventing family illness and death (PFID)
PFID would involve a number of important steps beyond
current prevention programs aimed at protecting children.
First, PFID would target prevention messages at HIV-negative
men and women who are in long-term relationships. Men are
twice as likely as women to introduce HIV into these unions
through extramarital sexual activities, though the opposite
also occurs.14,15 Educational campaigns discouraging multi-
ple concurrent sexual partnerships, such as Uganda’s ‘zero-
grazing’ policy, have met with considerable success.20
Second, antiretroviral programs need to focus on breaking
the transmission link between partners as much as preventing
transmission from mothers to children. HIV-infected parents
should receive highly active antiretroviral therapy (HAART)
both when indicated for their own health needs and when a
serodiscordant couple is trying to conceive.21 An HIV-nega-
tive child with an HIV-infected parent should not be consid-
ered an acceptable prevention outcome anymore. Condoms
should be freely available and encouraged for serodiscor-
dant couples not trying to conceive; however, condom access
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cessful negotiation of condom use within partnerships. In
Zambia, condom use among married discordant couples
increased from 3% to 80% after HIV testing, suggesting that
efforts to expand condom use in this population would be
feasible.19 Third, continuing to expand HAARTwith the goal
that all HIV-infected women have access to treatment, both
for their own health and as part of programs to prevent
mother-to-child transmission. When a safe and effective
vaccine or microbicide becomes available, rapid adoption
of these new technologies would become a central element
of the PFID strategy, but protecting families cannot await
these developments.
Finally, we need to recognize that a critical element in
enabling a child to reach a healthy, productive HIV-unin-
fected adulthood is the support and care they receive grow-
ing up. Keeping parents uninfected and, if infected, alive is
paramount. However when parents die, ensuring adequate
orphan care through childhood and youth is essential. Thus,
orphan care, in addition to orphan prevention efforts, is
integral to PFID’s mission. Today 2.3 million children are
HIV-infected;4 the number of children at risk is far greater.
Almost 18 million reproductive age women and 20 million
reproductive age men are HIV-infected.4 To save the next
generation from HIV/AIDS while insuring 100% access to
methods to prevent peripartum and postpartum transmis-
sion, we need to create a paradigm shift in HIV/AIDS pre-
vention efforts to focus on the needs of and risks to entire
families. It is not enough to prevent mothers from transmit-
ting HIV to newborns while individuals continue to transmit
HIV to their uninfected partners, or to worry about children
being born HIV-infected but to let millions more become
orphaned.7 Nor is it anywhere near enough to care for infants
and their families, but not address the health needs of
families and children past infancy. If we hope to achieve a
healthy, productive AIDS-free generation of children, we
have to start with protecting families.
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